Introduction: Parotid gland tumours comprise 3% of all head and neck tumours. Although uncommon they are histologically diverse group of tumors. The WHO classification of salivary gland tumours from 2005 recognizes 24 different malignant subtypes. They present different clinical courses and varying prognoses. Nearly 80% of salivary gland tumours is located in parotid gland.
INTRODUCTION
Parotid gland tumours are a heterogeneous group that comprises pathological lesions of different biology. They constitute 3% of all head and neck neoplasms [24] . Neoplasms that originate within the stroma of the parotid (sialoma) are most frequently observed. Moreover, tumours that originate from the stroma of the parotid (synsialoma) (originating from vessels, nerves and connective tissue) and tumours from the tissues that surround the tumour (parasialoma) may be observed [17] . World Health Organisation updated the classification in 2005 and classified the tumours into 24 types of malignant epithelial neoplasms that may be observed within the parotid [21] . Moreover, there is a vast group of non-epithelial tumours, malignant lymphomas and secondary neoplasms located within the parotid gland. As a result of such significant heterogeneity in histology of the lesions within the parotid, their clinical course, diagnostic and therapeutic management, surgical treatment and prognosis differ [7] . A delay in the commencement of treatment is caused by the fact that benign lesions prevail among the neoplasms of the parotid, and are frequently underestimated by physicians of other specialties. A total of 80% of parotid gland tumours are benign [22] . Adenomas constitute the largest group, and among them pleomorphic adenoma constitutes the largest original article portion, i.e. 60-70% of all parotid gland tumours, according to the literature. [10] [11] . Asymmetry affecting the area of the angle of the mandible or a gradually growing tumour, which does not cause any symptoms, are the symptoms of a benign salivary gland tumour. A tumour that grows fast, is painful, infiltrates tissues located deeper, and causes ulceration of the skin, indicates malignant nature of the tumour. Also, facial nerve paresis is a symptom that indicates malignancy. The incidence of malignant tumours within the parotid gland varies from 10% to 36% [2, 8] . There is a relationship according to which the benign/malignant ratio is inversely proportional to the size of the salivary gland [15] . Within the parotid, benign lesions prevail (80-95%), within the submandibular salivary gland benign and malignant tumours develop with the same incidence of approximately 50%. Most of the tumours that develop within small salivary glands (80%) are malignant. In Poland, the incidence of malignant salivary gland tumours is 0.9-1.9 per 100000 [26] . Men are slightly more frequently affected, with male/female ratio 1.5:1. The incidence of malignant neoplasms according to available literature is similar [4] . Epithelial tumours may be classified on the basis of histology and course into low-grade, intermediate-grade and highgrade malignancy. Low-grade tumours are characterised by a tendency for the infiltration of surrounding tissues and local recurrence. Distant metastases are rare, and mortality is low (5-20%). Intermediate-grade tumours are characterised by a similar course, and 5-year mortality is higher (50-75%). High-grade salivary gland carcinomas are characterised by fast, infiltrative-nodular growth, frequent local and distant metastases (5-year survival 5-45%) (6) . Low-grade carcinomas include mostly acinic cell carcinoma, low-and intermediatepgrade mucoepidermoid carcinoma, low-grade adenocarcinoma, carcinoma clarocellulare, epithelial-myoepithelial carcinoma. Adenoid cystic carcinoma, sebaceous carcinoma, myoepithelioma malignum and lymphoepithelial carcinoma belong to the intermediate-grade group. Poorly differentiated mucoepidermoid, squamous cell carcinoma, carcinoma originating from pleomorphic adenoma, which can develop from a benign lesion, are the most clinically aggressive types of tumours [16] . Radical surgery is the basic method of treating both benign and malignant parotid gland tumours. In the therapy of malignant tumours surgery has often to be extended by radiotherapy. Due to complex anatomical relationships concerning mainly the course of the facial nerve, as well as due to the variety in histological picture, parotid gland tumours are a serious clinical issue. 
MATERIAL AND METHODS
The material comprised 445 patients treated surgically due to parotid gland tumours at the ORL MSS. The study group comprised 253 females (56.9%) and 192 males (43.1%) aged 7-94 years (mean value for age: 53, SD=16). In 440 patients (99%) the tumour developed unilaterally, in 5 cases (1%) it was located in both parotid gland tumours. Among all analysed cases, 11 patients underwent surgical retreatment due to recurrence after previous surgery (2 patients -treated previously at the Department, 9 patients -treated in other centres). The period between the first symptoms and surgery varied from 1 week to 25 years (mean value: 30 months).
RESULTS
In the presented material, 395 cases (88.8%) constituted benign lesions, 50 (11.2%) -malignant tumours. The pattern of pleomorphic adenoma (184 cases) and Whartin's tumour (140 cases) prevailed in the group of benign lesions. Other benign adenomas constituted the remaining 22 cases (5.5%). On the basis of post-operative specimen histopathological examination, hybrid tumours composed of adenoid pattern were diagnosed in 3 cases (Figure 1 ). In 2 cases the hybrid tumour was composed of the tissues characteristic of pleomorphic adenoma and of Whartin's tumour within one tumour mass, in the third case it was composed of the pattern of pleomorphic adenoma coexisting with basal cell adenoma. The remaining benign tumours included inflammatory tumours of the salivary gland in 14 cases (3.5%) and parotid gland cysts -in 13 cases (3.2%) ( Table 1) .
On the basis of histology, malignant tumours were diagnosed in 50 patients (11.2%). The majority of cases were carcinomas (72%) and non-Hodgkin lymphomas (16%). (Table 2) . Within the group of carcinomas, the most frequently observed types were acinic cell carcinoma -14 cases, and adenocarcinoma -6 cases. Malignant hybrid parotid gland tumours were diagnosed in 2 patients. One of the cases was a rare case of concurrent occurrence of primary Burkitt lymphoma and primary squamous cell carcinoma. The other hybrid tumour was composed of the pattern of carcinoma within pleomorphic adenoma, and non-Hodgkin lymphoma.
On the basis of medical history, laryngological examination and diagnostic imaging, the patients were qualified for surgery. Superficial paroidectomy was performed in 373 cases (84%), radical paroidectomy was performed in 45 cases (10%), partial superficial paroidectomy extended by neck lymph node resection was performed in 10 cases (2%), and original article facial nerve resection was performed in 2 cases. Facial nerve paresis was observed pre-operatively in 2 patients. Sjögren syndrome and anaplastic carcinoma were diagnosed in these patients. Total post-operative paresis of the facial nerve was observed in two other patients in whom the facial nerve had been infiltrated by squamous cell carcinoma and in whom the nerve was resected intra-operatively. After surgery, transient impairment in the functioning of the facial nerve was observed in 10 patients, among whom in 8 cases dysfunction was observed within the lower branch, and in 2 other patients -the upper branch and all 3 branches, respectively.
DISCUSSION
In the presented materials, almost 90% of parotid gland tumours were benign, and more than 10% were malignant. The percentage is higher than the one reported by other authors who reported that benign tumours constitute 80% of all parotid gland tumours [18, 22, 25] . Pleomorphic adenoma ferent histology patterns were observed within one tumour mass but they were clearly separated with a border of healthy tissue. The analysis of the incidence of multiple neoplasms within parotid gland encounters a lot of controversies. The terminology concerning synchronic and hybrid tumours is used incorrectly, sometimes even interchangeably, which results from the fact that there are no clear-cut guidelines concerning the definition of both pathology types. Nevertheless, most authors agree that synchronic tumours are two different tumour masses -two separate tumours, each of which has a different histological pattern. In cases of hybrid tumours, different histological patterns are found within one tumour mass and are separated by a clear border of healthy tissue [5] .
Because of the fact that benign neoplasms prevail and are located within the parotid gland, the most frequently performed surgical procedure was superficial paroidectomy (84%). In cases of malignant lesions, according to the guidelines, the authors performed radical paroidectomy extended by infiltrated structures [2] . Post-operative transient facial nerve paresis was observed in 10 patients (2%).
In conclusion, epidemiology and histopathology of salivary gland tumours in our material was different than of the ones reported in literature. The percentage of benign lesions ob-(46% of all benign lesions), and Whartin's tumour (35% of all benign lesions) were the most frequently observed benign tumours. Both these tumours are the most frequently observed types of benign parotid gland tumours, as reported by the majority of authors. However, lower incidence of pleomorphic adenoma than the incidence reported by other authors (60-80% on average), and higher incidence of Whartin's tumour in comparison to the data available in literature (10% on the average) is interesting [22] . Similar incidence of pleomorphic adenoma was observed by Lawal et al. in their own material [14] . Tumours of low-grade malignancy, i.e. acinic cell carcinoma (28%) and adenocarcinoma (12%) prevailed in the group of malignant lesions. The distribution of malignant epithelial neoplasms at the Department was different than in the results acquired by other authors [12] [13] . Reports in literature from other centres concerning the incidence of particular types of carcinoma in the group of malignant parotid gland tumours differ. According to some authors, adenoid cystic carcinoma [12, 22] or mucoepidermoid carcinoma [1, 9] are the most frequently observed in this area. In the material published by Wahlberg et al., out of 2465 malignant tumours, mucoepidermoid carcinoma was diagnosed most frequently, followed by adenocarcinoma [23] . Higher incidence of acinic cell carcinoma in our material in comparison to other authors may result from the changes made to the classification of the tumour. Nowadays, tumours of this histological pattern are classified as "Acinic Cell Carcinoma", whereas in the past it was known as "Acinic Cell Tumour" or benign adenoma. Only after observing its high tendency for recurrence, the possibility of metastasising and causing patients' death, did WHO classify it as a malignant lesion, the so-called low-grade [19] . However, it is still treated by many authors as a benign lesion.
Cases in which tumours of different histology are found concurrently within the parotid have been reported in literature, and their incidence is estimated at 7% of all tumours in this area [20] . In most cases they are benign. Synchronic coincidence of malignant lesions within one parotid gland is a rare phenomenon and constitutes 0.2%-0.5% of cases of tumours within this salivary gland [3] . In our material, hybrid benign neoplasms were diagnosed in 3 patients: in 2 patients pleomorphic adenoma coincided with Whartin's tumour, whereas in 1 patient pleomorphic adenoma coincided with basal cell adenoma. Hybrid malignant neoplasms within the parotid in the analysed material were diagnosed in 2 cases and constituted 4% of malignant neoplasms. In those patients, carcinoma within pleomorphic adenoma coinciding with non-Hodgkin lymphoma, and a tumour composed of squamous cell carcinoma (SCC) and Burkitt lymphoma were diagnosed. In both cases two dif- tumours at our Department draws attention to the cases of hybrid tumours within this gland. The diagnosis of these tumours is possible after careful examination of the whole tumour mass by a histopathologist. The coexistence of different histological patterns within one tumour mass may be the reason why there are differences in prognosis and treatment between preliminary diagnosis and final histopathological confirmation.
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